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(METHADON HYDROCHLORIDE, LILLY) 


An excellent analgesic, more potent than morphine 


‘Dolophine Hydrochloride’ offers prompt, 
profound analgesia in all types of pain, in- 
cluding obstetrical labor. Minimal sedative 
effect and relative absence of euphoria fur- 
ther enhance its usefulness in all conditions 
in which a dependable analgesic is indicated. 


‘Dolophine Hydrochloride’ is notably effec- 
tive for the relief of severe pain due to malig- 
nant tumors and metastases, renal colic (in 


which spasm of the urinary bladder is also 
alleviated), and postoperative pain. 

As an antitussive, ‘Dolophine Hydrochloride’ 
is usually superior to codeine, because it 
suppresses cough for longer periods of time. 
Available in 2.5, 5, 7.5, and 10-mg. tablets; 
single and multiple-dose ampoules; and syrup 
which contains 10 mg. of ‘Dolophine Hydro- 
chloride’ per 30 cc. Narcotic order required. 


ELI LILLY AND COMPANY-INDIANAPOLIS 6, INDIANA, U.S.A. 
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Butazolidin 
By Jack A. BERNARD, M. D., Et Paso 


Geigy has available a nice review of the literature 
on Butazolidin, from which the following summary 
is taken. The therapeutic benefits of the drug seem 
well established but its use has been limited by the 
toxic reactions. It therefore is our duty as physicians 
to be cognizant of all the possible information re- 
garding this useful yet hazardous drug. It might 
be mentioned in passing that chrysotherapy has been 
in use for years with questionable therapeutic value 
in spite of its great hazards and risks of toxicity. 

Butazolidin has been proven to show potent anti- 
inflammatory reaction in the experimental animal and 
an analgesic effect comparable to that of the salicy- 
lates, but its potency is less than the potency of 
morphine. It is not as good as aspirin in the relief 
of pain associated with nonrheumatic disorders. Buta- 
zolidin also has an antipyretic action and an anti- 
histaminic action. It affects the electrolyte balance 
and may cause water and salt retention. It has been 
thought by some observers to cause a uricosuric action 
but there is not complete agreement as regards this. 
It is felt that perhaps at higher dosage levels the 
uricosuric action may occur. There have been some 
observers who noted reduction in platelets. A mild 
secondary type of anemia has been noted fairly fre- 
quently. Gastrointestinal hemorrhages may occur. 


Compared to Cortisone 


As compared to cortisone, both Butazolidin and 
Cortisone exercise anti-inflammatory action and cause 
retention of salt and water. Both aggravate and 
occasionally produce peptic ulceration. Butazolidin 
does not produce the symptoms of hormone imbal- 
ance, such as the menstrual disturbances or moon face. 

Clinically, Butazolidin is effective in relieving the 
pain of a wide range of arthritic disorders. It is felt 
that it exerts a specific anti-arthritic action distinct 
from its analgesic effect. It is well known that it 
is not curative but that it must be continuously admin- 
istered for as long as the disease remains active. 
There is no development of tolerance to the drug. 
In the treatment of acute gouty arthritis it is’ as 
effective as colchicine. In rheumatoid arthritis it pro- 
duces an effect frequently comparable to that obtain- 
able with cortisone. In the treatment of rheumatoid 
spondylitis it appears to be more favorable than in 
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peripheral rheumatoid arthritis. Finally, it should be 
prescribed with strict regard for its toxic potentialities. 


Gouty Arthritis 


For gouty arthritis improvement is generally ap- 
parent within 24 hours. Dosage is 200 to 400 mg. 
daily and response may be more rapid than that 
obtained with colchicine. Also the drug has been 
used to treat chronic gout to relieve the incidence 
and severity of acute exacerbations. It is thought to 
be the drug of choice for acute gouty arthritis. 

For rheumatoid arthritis the incidence of improve- 
ment in patients ranges from 35 to 50 per cent. A 
lowered sedimentation rate does not occur. Also the 
combined use of cortisone and Butazolidin has been 
used and seems to facilitate a lower dosage of each. 

As regards rheumatoid spondylitis the results are 
even more striking. As high as 80 per cent improve- 
ment has been noted. Also with relief of pain there 
was noted some increase in well being and increase 
in appetite and a slight tendency to gain weight. It 
should be pointed out that many of the patients were 
maintained on a lowered dosage of 200 mg. daily. 

In arthritis with psoriasis the results have been 
encouraging and extensive skin lesions have shown 
improvement in some cases. 

In the painful shoulder syndrome Butazolidin has 
been particularly effective. In the painful shoulder 
syndrome due to bursitis, tendinitis, and periarticular 
inflammation, Butazolidin has been particularly effec- 
tive and a rapid relief of symptoms has been noted. 


Other Diseases 


Other diseases and conditions for which it has 
been used are the degenerative arthropathies, rheu- 
matic fever, miscellaneous musculoskeletal disorders, 
metastatic carcinoma, Hodgkin's disease, and super- 
ficial thrombophlebitis. It should be emphasized that 
the usefulness in the degenerative arthropathies is 
limited by the fact that most of these people are in 
the older age group and may presumably be more 
susceptible to toxic side effects. Its use in rheumatic 
fever has been more extensive in the European coun- 
tries than in this country. 

One of the most important aspects of the use of 

(Continued on Page 22) 
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THE PRESIDENT’S COLUMN 


How Justified? 


By JOHN H. DetTweEILer, M. D., ALBUQUERQUE 


While attempting to restore a degree of normalcy 
to my office, after thoroughly enjoying another fine 
Southwestern annual meeting, my eyes were abruptly 
opened by the following letter. This letter was post 
marked November 20, 1955, Phoenix, Arizona. 


Critical Letter 


“I notice you have just been elected president of 
the Southwestern Medical Association. I hope that 
during your administration you will persuade your 
colleagues to do something for the people instead of 
building up your racket to get every penny out of 
your patients possible. The people are greatly dis- 
turbed about your unfair and unjust charges. 

“I went to a doctors office in Phoenix and he 
would not see me that day, although he was idle. 
I know a widow who had a heart attack and went to 
a hospital in your town and this hospital charged her 
$1,500 and the doctor charged her $500. She was 
deliberately cheated in this case. I know a man 
who bled to death in a hospital because he did not 
have any money on his person. I know an old wash- 
woman who went to a doctors office to get treatment. 
She had two dollars and the doctor took that for 
writing a prescription and she had nothing left for 


medicine. I took my little daughter to a hospital be- 
cause of a cat bite. There were seven of your kind 
in the hosp'tal and they refused to treat my little girl 
because I had no money. 

“The people despise your organization. You rep- 
resent a racket. Ycu live in $50,000 houses and own 
sveral high priced cars. It is your game to get in 
politics. Your association spends over $3,000,000 a 
year for propaganda. You prevent the building of 
medical schools. You prevent college students from 
entering medical schocls so you can keep ycur prices 
up. You have a malicious and bad union. You cash 
in on suffering humanity. Your medical associations 
stink, don’t you really think so.”” — Anonymous. 


Explanation 


Intermingled with some misunderstanding, mis- 
information, extreme bitterness and poss'bly some 
psychotic reasoning, there is undoubtedly some regret- 
table basis for these complaints. We can ignore such 
letters too easily, but wouldn’t we reduce such bitter- 
ness and elevate our professional standards if we 
reflect seriously cn such complaints and ask ourselves, 
“How Justified?” 


Butazolidin .. . 
(Continued from Page 21) 
Butazolidin is its toxic effects, These cccur in about 
32 per cent of the patients and in about 12 per cent 
~ severe enough to justify the withdrawal of the 
rug. 

The side reactions include: Edema, due to the salt- 
and-water-retaining properties; gastrointestinal dis- 
turbances: abdominal discomfort and nausea, the 
aggravation of peptic ulcers, hemorrhage and even 
perforations. The instance of skin reactions appears 
to be about 5 per cent and some have been quite 
severe, even fatal. A tendency to secondary anemia, 
agranulocytosis, including fatal cases, are reported. 
Liver damage has been mentioned but it has not been 
very severe. 


Dosage Level 


It has been felt by some observers that the dosage 
level has a significance in the toxicity and that the 
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toxicity incidence may be reduced by smaller dosage. 
It has been pointed out that most complications have 
eccurred during the first five weeks of therapy. Ii 
should be emphas'zed again that the susceptibility to 
reaction increases sharply with the age and it was 
noted that in patients 51 to 70 years cld reactions 
occurred in GO per cent. 


In summary: Butazolidin seems to be a highly 
effective and potent drug and quite valuable in the 
treatment of acute gout, rheumatoid arthritis, particu- 
larly rheumatoid spondylitis, and may be useful in 
some of the other conditions mentioned above. Its 
toxic effects are well known now; and the physician 
should be alert to these and observe his patient fre- 
quently, both clinically and with laboratory tests while 
the patient is under treatment. It seems that it has 
been quite safe for acute gout, in the smaller dosages 
as recommended and for short periods of time. Its 
usage is particularly hazardous in the older age group. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 
EL PASO GENERAL HOSPITAL 


November 17, 1955 


FREDERICK P. BORNSTEIN, M. D., Eprror — Case No. A496-55 
PRESENTATION BY W. R. Gapopis, M. D., 
History BY NATHAN KLEBAN, M. D. 


History: 


On October 3, 1954, this 71-year-old Latin- 
American widow was admitted to this hospital on the 
tuberculosis service for the second time because of 
“coughing up a wash basin full of blood’ shortly 
before admission. 

The patient was said to have had only the “usual 
childhood diseases.” At age 35 years she had pneu- 
monia. A “hernia,” type and location not specified, 
was the reason for hospitalization at age 37 years. 
At some time prior to her first admission to this 
hospital in 1945 a diagnosis of diabetes mellitus was 
made. An X-ray of the chest in 1944 was said to 
show no evidence of tuberculosis. ‘‘A pulmonary 
hemorrhage . . . one-two days before” prompted her 
first admission on September 23, 1945. 


Parents Dead 


The patient’s father had died of “heart disease,” 
her mother in childbirth, and two brothers were living 
and well. There was no known family history of 
tuberculosis, diabetes, cancer, or cardiovascular dis- 
ease. The time and cause of husband’s death were 
not recorded. Pregnancy and menstrual history were 
not obtained. On admission in 1945 the patient's 
general condition was “fair, height 63 inches, weight 
150 pounds, temperature 99.2, pulse 85, respirations 
18, blood pressure not noted. 

Coarse rales were heard over both lung fields. 
The heart was not enlarged, rhythm was sinus, and no 
murmurs were heard. A left ventral abdominal hernia 
was found. The admitting diagnosis was ‘“Tubercu- 
losis, chronic, far advanced both lungs.” The chart 
contains neither laboratory nor X-ray reports. 

Vitamin K and codeine were given on admission. 
Urine and blood were examined for sugar. On Octo- 
ber 18, 1948, a “golf ball’’ size wart was removed 
from the right labia majora, with a pathological re- 
port of ‘gross specimen consists of tissue from vene- 
real wart.” 

The patient received 10 units of protamine zinc 
insulin daily, with some adjustment according to urine 
and blood sugar values. In 1950 an inguinal abscess 
was incised and drained. She received a “‘course of 
streptomycin,” dosage and span of time not recorded. 

From admission until discharge on September 22, 
1951, she was in bed most of the time, seemed to be 
symptom free except for weakness, and gained weight. 

An interval history at the time of her second 
admission is not recorded, except that she lived alone 
in a single room. 
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Physical Examination: 


The patient was coughing and spitting bright 
blood, seemed to be slightly short of breath. The 
temperature was 98.6, remained below 99 throughout 
most of her hospital stay, was at or slightly above 100 
on several occasions. Respirations 24, pulse 74, blood 
pressure not noted. Oral hygiene was poor. Heart 
rhythm was normal sinus, size not stated, with a 
systolic murmur at the apex, quality, grade and trans- 
mission not recorded. Rales were heard over the left 
lung, signs of fluid detected over the right. A ventral 
abdominal hernia in an old transverse surgical scar 
was observed. A pelvic examination was not done. 
The balance of the physical examination was said 
to be within normal limits. 


Hospital Course: 


On admission the patient was given vitamin K 
and codeine. Hemoptysis ceased within the first few 
hours, with no recurrence. The nurses’ notes recorded 
a mild epistaxis twice. A transfusion of 500 c.c. of 
whole blood was given on the fourth and fifth days 
with no reaction. On the day of admission the patient 
became nauseated and vomited, and this continued as 
the most persistent and distressing annoyance through- 
out her hospital course. 

Dramamine, Carmethose, Thorazine, and a “semi- 
ulcer” diet had little effect in controlling the nausea 
and emesis. On December 23, Gantrisin was begun 
and continued for five days for “cystitis.” On Janu- 
ary 5, 1955, the patient was incontinent of feces. The 
patient complained of pain in the left eye on March 
6. It was seen to be swollen and reddened. An oint- 
ment, penicillin parenterally, and Diamox were pre- 
scribed with no improvement. 

On April 20 an eye consultant saw the patient, 
made a diagnosis of glaucoma, prescribed pilocarpine 
and eserine. The eye improved, but an urticarial skin 
eruption occurred, which subsided when the pilocar- 
pine and eserine were discontinued. Because of a 
toothache the patient's three remaining teeth were 
extracted on March 21. 


Cor Pulmonale 


On May 15, a house officer recorded that the 
patient “has cor pulmonale and is severely ill.” An- 
other house officer, on June 24, heard rales in the 
left chest, detected evidence of fluid in the right 
chest, elicited tenderness in the right upper abdominal 
quadrant but could not feel the liver, and thought the 
patient was in congestive heart failure. She was given 
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1.2 mg. Cedilanid i-v, an additional 0.4 mg. in eight 
hours, 0.4 mg. Digitoxin twelve hours after the initial 
Cedilanid was given, and thereafter was given 0.2 
mg. Digitoxin daily. The next day she was thought 
to be better, but in what manner was not stated. 
Watery diarrhea developed, persisted despite Kaopec- 
tate. Involuntary watery stools, urinary incontinence, 
vomiting, lethargy and somnolence characterized the 
last several weeks of life. Through most of her hospi- 
tal stay, the patient received daily one gram of strepto- 
mycin, three hundred milligrams of Rimifon, nine 
grams of para-amino salicylate, ferrous sulfate and 
multivitamins. The patient drifted into death on 
July 6, 1955. 


X-RAY REPORTS: 


November 4, 1954: Upper G. I. series negative 
for evidence of tuberculosis, gastritis or enteritis. 
Re-examination and comparison with previous 
study reveals a fluid level at the right base secon- 
dary to old cavity. The remainder of the lung 
fields reveal no significant change. 


November 9, 1954: Due to the patient's inability 
to cooperate the examination was not entirely 
satisfactory. Barium was instilled into the rectum 
and flowed readily throughout the colon to the 
ascending colon at which point the patient evacu- 
ated, and the examination was interrupted. There 
were no significant addition or subtraction de- 
fects. Evacuation film reveals the mucosal pat- 
tern to appear natural. There is an area of calci- 
field probably represents a large pulmonary 
spine reveal no change from the previous exami- 
nation. 


November 22, 1954: Re-examination of the chest 
and comparison with previous study reveal no 
significant change from the previous examina- 
tion. The fluid level on the right Jower lung 
field probably representes a large pulmonary 
cavity. However, eventration of the diaphragm 
or sub-diaphragmatic abscess cannot be excluded 
by this examination, 


LABORATORY: 


October 4, 1954: Urinalysis: Yellow, cloudy, 
acid, 1.007, albumin 1+, sugar negative, ace- 
tone negative, WBC 20-30/hpf, RBC none, 
casts none. 

RBC 3.27; Hb. 10.2 gms.; hematocrit 32 per 
cent; corrected ESR 42mm/hr.; WBC 11.5; 
stabs 2, segs 80, lymphs 10, monos 1, eosins. 7. 

Fasting blood sugar 136 mg. per cent. 

No AFB seen on smear. 


October 5, 1954: Urinalysis (catheterized): yel- 
low, cloudy, acid, 1.004, albumin 2+, sugar 
negative, acetone negative, WBC 8-15/hpf, 
RBC none, rare coarsely and finely granular 
casts, 


Kolmer negative, Kahn doubtful. 
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October 7, 1954: Fasting blood sugar 88 mg. per 
cent. 


Kolmer negative, Kahn doubtful. 


November 4, 1954: Urinalysis (catheretized) : 
straw, hazy, acid, 1.005, albumin 2+, sugar 
negative, 10-16 WBC/hpf. 


November 5, 1954: Urinalysis: straw, cloudy, acid, 
3+ albumin, sugar negative, 10-15 WBC/ 
hpf. 


November 30, 1954: No growth on AFB culture. 


December 3, 1954: Fasting blood sugar 116 mg. 
per cent. 


December 27, 1954: Urinalysis (catheterized) : 
yellow, hazy, acid, 1+ albumin, sugar nega- 
tive, many clumped WBC/hpf. 


December 30, 1954: Urinalysis (catheterized) : 
yellow, hazy, acid, 1.010, 3+ albumin, sugar 
negative, 6-7 WBC/hpf. 

Kolmer negative, Kahn doubtful. 


January 26, 1955: Fasting blood sugar 83 mg. 
per cent. 


February 1, 1955: Feces: no ova or parasites seen. 


March 29, 1955: Fasting blood sugar 113 mg. 
per cent, urine sugar negative. 


April 4, 1955: Neg. AFB smear. 


May 6, 1955: Fasting blood sugar 119 mg. per cent. 
Urinalysis: straw, hazy, acid, 1.009, albumin 3+, 
WBC 12-16/hpf, RBC 4-6. 


May 30, 1955: AFB culture negative. 


X-RAY DISCUSSION 


Dr. Vincent M. Ravel: 


The first film was taken in October of 1945 and 
it was on the basis of this film, I assume, that the 
patient was given the diagnosis of chronic, far- 
advanced, fibroid tuberculosis and was admitted to 
the tuberculosis ward. Everyone will agree that there 
are a considerable number of changes on this film, 
particularly at the right base and at the right apex. 

There are several radiolucent areas that suggest 
cavity and there are changes at the left base that 
suggest a bronchogenic spread of the lesion to the 
left base. The trachea is in its usual position. The 
diaphragm appears natural. I mention this because 
Jater on we are going to see some changes which may 
possibly affect or influence our final opinion. 


Nine Years Later 


Now, approximately nine years later there was a 
film that was read as showing no significant change 
except for the presence of a fluid level at the right 
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base. Again, the cardiac silhouette doesn’t show any 
particular change. There is a little difference in the 
technique. The structures on this film appear larger. 

Actually I think it’s a matter of the tube distance 
and a matter of technique rather than a real change 
in the size of the patient, but again we have fibroid 
changes on the right and changes at the right base 
with apparently a fluid level with a large cavity. 

Certainly the most common cause for a lesion of 
this type that would persist over a period of years is 
tuberculosis. Some of the other chronic inflammatory 
diseases such as coccidiomyocosis, actinomycosis or 
histoplasmosis certainly can be considered, but the 
most common cause will be tuberculosis. 


Another Film 


Approximately two and a half weeks later we have 
another film which shows no significant change 
other than that this might be a subdiaphragmatic 
abscess with a fluid level. It wouldn’t be very much 
of a problem to decide, had the patient been fluoro- 
scoped, whether or not this was diaphragm or whether 
it was a pulmonary cavity. 

The lateral view of this patient shows that most 
of this infiltration and fibrosis is in the middle lobe, 
and, of course, that brings up the possibility of a 
middle lobe syndrome with a bronchial stenosis and 
a chronic fibrosis involving the middle lobe, which 
would be a secondary lesion to the apical one on the 
right. In looking over these films from 1945 to 
1954, it seems to me there are some findings that 
warrant a little explanation. 


Lesion Unusual 


It is rather unusual to have as far advanced a 
lesion as this in the right upper lung field without 
evidence of fibrosis and distortion of the hilar vessels. 
The trachea will usually be moved over but this is 
not the case. That makes me wonder again about 
the nature of this lesion because I don’t recall seeing 
many chronic tuberculous changes in the chest with- 
out considerable distortion of the mediastinal struc- 
tures including the hilar vessel and the trachea and 
esophagus. The cardiac silhouette, from the radio- 
graphic standpoint, appears to me to be perfectly 
within normal limits. The aorta is slightly elongated. 
Certainly we know from the abdominal examination 
that this patient had an advanced arteriosclerosis. 


Sclerotic Changes 


On the upper G. I. films there were changes, an 
aneurysm of the splenic artery and some other changes 
in the spine, sclerotic changes with a narrowing of 
the interspace suggesting a possible tuberculous lesion 
with involvement of a vertebral disc and a vertebra. 
It doesn’t look active. It just looks like an old burned 
out one. I think we'll have to call this a pulmonary 
cavity or lung abscess with a fluid level at the right 
base, probably involving the middle lobe. 
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DIFFERENTIAL DIAGNOSIS 


Dr. William R. Gaddis: 


When I examined the record of this patient, I 
was immediately struck by the fact that not only I 
didn’t know the trouble, but neither did the attend- 
ing people. I think probably of all the cases we 
have had demonstrating the difficulties that arise 
from the failure of obtaining a good history and 
physical examination, this is the most extreme one. 

Somebody may have examined this patient, but if 
they did they surely didn’t put the findings on paper. 
As simple an instrument as a sphygonomanometer is 
to use, it apparently was never employed in the treat- 
ment of this patient even though she was admitted 
to the emergency room with a rather copius amount 
of bleeding from the upper pulmonary tree, having 
vomited or coughed up a wash basin full of blood. 


All Time High 


No one thought to examine her blood pressure 
to see whether she might be in shock. Certainly, I 
think this is about an all time high as far as that 
sort of thing is concerned. 

I will say this, that as near as I can determine, 
there wasn’t any part of the record that was left out 
in an effort to confuse the one who would discuss it, 
and for that I am duly thankful. Dr. Kleban spent a 
good many hours digesting and compiling the record 
as it presents itself. As far as I’m concerned, the 
problem in respect to the patient concerns two things: 
one, hemoptysis, and two, the kidneys. As far as 
I can tell from this record, these two organs are 
involved. 


Findings Reviewed 


Now let’s review the positive findings of this 
patient, aside from the radiological findings. First of 
all, the patient did have hemoptysis and was observed 
to cough up or spit up blood in the emergency room 
at the time of admission. As to quantity, we have no 
way of knowing. She was said to have vomited up 
or coughed up a wash basin full of blood. 

Whether that can be accepted at face value or 
not is rather difficult to state. The initial examination 
of the blood after admission shows a rather moderate 
anemia which might have been caused by immediate 
blood loss but which also could have been present 
as a chronic finding over some period of time. 


Second Observation 


The second observation I was very interested in 
was the continued absence of acid fast bacteria, either 
on direct smear or on culture. No one was able to 
fulfill Koch’s postulates in regard to this patient as 
fas ar tuberculosis was concerned. Thirdly, there was 
the presence of a pleural effusion or fluid on the 
right. 

After looking at these chest films, I’m not so sure 
it was a pleural effusion because it appears that the 
costophrenic angles remain rather clear in spite of all 
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the reaction that was around them. That's a puzzling 
feature, I think, that we have to explain. 


Rales on Lung 


An additional positive finding was the presence 
of rales in the left lung. A systolic cardiac murmur, 
otherwise not described, was also present. This may 
have been a hemic murmur, we don’t know. The 
patient also had a hernia. This was a typical ventral 
hernia through an old incision and, of itself, probably 
played very little part as far as the terminal course 
of this patient was concerned. 

This patient had a very poor renal situation. Her 
kidneys were depressed, as far as function was con- 
cerned, as manifested by continued and constant low 
specific gravity of the urine and the presence of 
pyuria, albuminuria and casts. 


Moderate Anemia 


She did have this moderate anemia. Now if we 
were to go back and review from a “‘book-learning’”’ 
standpoint the causes of hemoptysis, we might say 
that they are, first of all, due to the presence of cer- 
tain congenital anomalies which can, on occasion, 
cause hemoptysis. There are circulatory phenomena 
directly responsible for hemoptysis. 

Let's say that pulmonary embolus and sudden acute 
failure of the left side of the heart will cause hemop- 
tysis, as will hemorrhagic diseases and certain drugs, 
particularly those which we use today to induce an 
increase in the prothrombin time, so that the pa- 
tient has a decreased threshold as far as clotting is 
concerned. We have the questions of trauma and 
mechanical disturbance which are not relevant here. 


Respiratory Infections 


Acute upper respiratory infections are not infre- 
quently responsible. Patients with acute severe bron- 
chitis will cough up blood and, of course, there are 
the chronic respiratory infections such as this patient 
had. The specific nature of it we do not yet know. 

We always, also, have to think about neoplasms. 
This patient could well have had a neoplasm, which 
explains her middle lobe syndrone and, possibly, an 
adenoma of the bronchus here with continual atelec- 
tasis and formation of such a cavity or an old abscess 
as we see here which may have burned itself out. 

It’s quite possible that this cavity might have 


evacuated itself through the bronchial tree at one_ 


time or another along with passage of blood. 
Pleural Effusions 


We could talk about pleural effusions in much 
the same manner, but after looking at this film, I'm 
not concerned with a pleural effusion except for the 
observation of Dr. Ravel that he saw in the pelvis an 
uterine fibroid during the course of a barium enema 
examination. That made me think of one possibility, 
that it may have been an ovarian fibroma with the 
production of a Meig’s syndrome, although this is 
unlikely. Then we have the appearance in this pa- 
tient of an acute glaucoma. 
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Now it’s my opinion, after reading the history, 
that the glaucoma had nothing to do with the whole 
and final picture that produced her death. 


Negative Evidence 


We have also continued negative evidence of the 
existence of supposed diabetes mellitus. If you have 
looked at the record and examined it, the blood sugar 
determinations and urine determinations at no time 
indicate the presence of diabetes mellitus. Certainly 
if she had as much arteriosclerosis as we can see 
here in the splenic artery, it wouldn’t be surprising if 
she had diabetes, but there seemed to be no change 
in the threshold for sugar as far as we were able 
to determine. 


Possibilities Legion 


When I begin to pin myself down to the diagnosis 
of this patient, I think that the possibilities are legion. 
To begin to enumerate a great many of them I think 
would be futile in a discussion of this kind. 

First of all, I thought about the presence of an 
adenoma of the bronchus with a production of an 
atelectasis and a cavity forming an abscess with alter- 
nate evacuation at times. 

After looking at these films tonight, I’m not sure 
that this is the whole explanation. This patient lived 
in Smeltertown. There are a lot of industrial dusts 
there. Part of the symptoms may be due to silicosis. 
Whether that was the case or not, I don’t know. 


Pulmonary Hypertension 


I think she might have had a pulmonary hyper- 
tension. I also mentioned the presence of Meig’s 
syndrome but that doesn’t correlate with the type of 
fluid we have here. Certainly one of the pulmonary 
forms of the common mycoses that Dr. Ravel men- 
tioned should be seriously considered with this pa- 
tient, as with any patient who lives in this part of 
the country. Coccidiomycosis and histoplasmosis are 
certainly not unheard of. 

Blastomycosis is not quite so common here, but 
can cause a pulmonary picture much like this. I’m 
quite interested in this cavity or abscess on the right 
side. If I’m misinterpreting this, it’s all right, but it 
looks like I can almost see diaphragm above it. 


Regular Pattern 


I'm not sure, but it has the appearance that it 
could be, and it’s a fairly regular pattern. Otherwise, 
if it isn’t, the diaphragm is certainly a little bit off, 
perhaps it’s been pulled in, but the other normal 
curve would go along a line similar to this. 

This patient could have had a hepatic abscess, 
subdiaphragmatic, which had been walled off after 
rupture and which could have penetrated through the 
diaphragm and into the thoracic cavity. I don’t know 
whether this ever happens or not but it could have 
been so evacuated through the pulmonary tree. 


Question Remains 


But the question remains, what am I going to 
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call it? Well, in spite of all the repeated urinalyses 
done on this patient, somebody missed the boat. 

They were apparently looking for diabetes and 
overlooked the thing that was right in front of them. 
I think the patient had a chronic pyelonephritis with 
a para-nephritis and possibly a sterile abscess to go 
with it. 

I think she had hypertensive cardiovascular disease 
secondary to the causes enumerated in the kidney, 
namely chronic pyelonephritis, that she had some 
congestive failure terminally, but that death came 
from uremia. 


Fungus Disease 


I'm sorry that I can’t say more about the actual 
cause of the disease in the lungs themselves, but I'm 
going to say that I believe it to be fungus disease. 
[ will say coccidiomycosis to stick my neck out a 
little farther than I need to. 

Certainly this patient is a problem, It's a puzzle, 
and I think that if you or I had this patient to deal 
with we would be puzzled, but I'm certain that also 
we would insist that there be something done t~ 
discover the cause of the patient's illness beyond 
what little was done here. 


Dr. Manley B. Cohen: 


The point that Dr. Gaddis makes about the pos- 
sibility of a subdiaphragmatic lesion is good. Patients 
with uremia will often have diarrhea, but there is only 
one feces examination on the protocol and there may 
well have been an amoebic liver abscess with per- 
foration above the liver and formation of an abscess 
above the liver below the diaphragm. 

It is not uncommon for the amoebic type and 
other infestations to penetrate the diaphragm and 
lodge in the lungs causing bronchial pleural fistulae, 
empyemata and various types of pulmonary pathology 
of that type. We have good reason to suppose that 
this was a fungus disease. 


Dr. H. M. Gibson: 


Two people have mentioned the kidneys, so I've 
go to say something about them, too. I agree, first 
of all, that this patient definitely did have renal 
disease. I think probably the primary condition, was 
a nephrosclerosis. I’m quite sure that we will find 
nephrosclerosis, a contracted kidney and I think there 
will be quite a bit of an interstitial type of nephritis. 

Another condition that will slip up on us very 
often in an individual like this will be bilateral 
staghorn calculi which will give the same sort of 
urinary findings and the same sort of death as this 
patient had. 


CLINICAL DIAGNOSIS 


Pulmonary tuberculosis, far-advanced. Diabetes. 


Dr. Gaddis’ Diagnosis: 


1. Chronic pyelonephritis. 
2. Fungus disease of the lungs. 
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ANATOMICAL DIAGNOSIS 


1. Calcific mitral stenosis. 


2. Acute diffuse purulent bronchitis. 


3. Bronchiectasis of the middle lobe with mul- 
tiple abscesses. 


4. Nephrosclerosis, severe. 


PATHOLOGICAL DISCUSSION 
Dr. Frederick P. Bornstein: 


On autopsy we found an obese, elderly woman. 
The heart was rather small with a dilated left auricle. 
The mitral leaflets were fused together producing a 
narrow fish-mouth type of stenosis. Both lungs con- 
tained numerous small areas of consolidation. The 
main change was found in the right middle lobe. 
The bronchi were dilated and filled with purulent 
material and in the parenchyma there were numerous 
soft areas filled with pus. 

On microscopic examination, we found a diffuse 
organizing pneumonitis and multiple small abscesses. 
The kidneys were quite small and had an irregularly 
scarred surface. The microscopic examination showed 
the typical picture of a nephrosclerosis. 
In addition, many of the arterioles show signs of 
recent necrosis. 


Uremic Process 


There is very little doubt in my mind that the 
change in the kidneys are compatable with the ex- 
istence of a uremic process. The necrosis of the 
arterioles is especially suggestive of such a condition. 

The mitral stenos’s is a contributory factor to 
death; and, as we ali know, mitral stenosis is fre- 
quently associated with hemoptysis. The lung lesion 
which attracted so much interest represents an organ- 
ized pneumonitis mainly of the right middle lobe as 
was pointed out by Dr. Ravel. I think that a bron- 
chiectasis represents the original lesion which is re- 
sponsible for the change in the right middle lobe. 


Dr. Manley B. Cohen: 


I don’t deny the fact that bronchiectasis, or any 
disease forming multiple small abscesses of the lung 
over a period of time, will present a picture not 
unlike this, but I'd also like to present one fact about 
tuberculosis in patients who are on very long term 
and very adequate anti-biotic treatment. 

It is now well established by many studies, par- 
ticularly those of Auerbach, that pulmonary cavities 
due to tuberculosis will heal, in situ, as cavities and 
have an epithelial lining and no evidence of any kind, 
either pathologically or bacteriologically, that tubercu- 
losis was ever present, and we have here a history of 
ten years. I present the view that this possibly might 
be a burned out, old tuberculosis and that the bron- 
chiectasis is secondary to that. 


Dr. Frederick P. Bornstein: 


It’s quite possible, although it is hard for me to 
imagine that we wouldn't find some areas of calcifi- 
(Continued on Page 37) 
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MEETINGS 


Dr. Dettweiler of Albuquerque Named Southwestern 


Medical Association President 


Dr. John H. Dettweiler, of Albuquerque, was 
elected president of the Southwestern Medical Asso- 
ciation at the recent annual meeting in Phoenix. 
He succeeds Dr. Joseph Bank of Phoenix. 


Other officers elected at the meeting were Dr. 
Celso C. Stapp, El Paso, president-elect; Dr. E. W. 
Lander, Roswell, N. M., vice-president; Dr. Russell 
L. Deter, El Paso, secretary-treasurer; and Drs. Louis 
Jekel, Phoenix, A. G. 


Mexico; and Stuart San- 
ger, Tucson, members of 
the executive committee. 
Albuquerque was selected 
as the site for the 1956 
meeting. Dates for the 
meeting are October 17, 
18 and 19, 1956. 


Dermatologists Meet 


The Southwestern Der- 
matological Society held 
its fall meeting in Phoe- 
nix in conjunction with 
the Southwestern Medical 
Association meeting. Of- 
ficers of the Society are 
Dr. Samuel J. Jelso, Albu- 
querque, president; Dr. 
Kenneth C. Baker, Tuc- 
son, vice-president; and 
Dr. Robert H. Snapp, 
Phoenix, secretary-treasur- 
er, Dr. J. Walter Wilson, 
Associate Professor of 
Dermatology at the Uni- 
versity of Southern Cali- 
fornia School of Medi- 
cine, was the guest speaker. Twenty-five clinical cases 
were presented for study and discussion by the So- 
ciety’s members and guests. The Society voted to 
make SOUTHWESTEN MEDICINE its official publication. 


Also held in conjunction with the Southwestern 
Medical Association meeting were the annual con- 
ference of the Maricopa County Medical Society on 
recent advances in medicine, and the Southwestern 
Academy of Ophthalmology and Otolaryngology 
meeting. 


Born in Kansas 
The new president of Southwestern Medical Asso- 
ciation, Dr. Dettweiler, was born in Arkansas City, 
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Dr. John H. Dettweiler 


Kansas, attended Georgetown schools in Washing- 
ton, D. C., and received his B. S. from Georgetown 
University and his M. D. from Georgetown Univer- 
sity School of Medicine. He interned in the George- 
town University Hospital and served his residency 
in the Gallinger Municipal Hospital in Washington, 
D. C. He then taught clinical medicine at the Uni- 
versity of Arkansas School of Medicine for one year. 


Moving to Albuquer- 
que in 1949, he opened 
an office for the practice 
of internal medicine in 
the Medical Arts Square. 
He is vice-president of 
the Bernalillo County 
Medical Society. He and 
his wife, Terry, with their 
two children, John, 10, 
and Terry Ann, six, re- 
side at 914 McDuffie 
Circle in Albuquerque. 


Impressive List 


On the impressive list 
of guest speakers at the 
Association’s meeting 
were Dr. H. L. Bockus, 
Dr. William E. Ehrich 
and Dr. L. Kraeer Fer- 
guson of the University 
of Pennsylvania Graduate 


Hans H. Hecht of the 
University of Utah School 
of Medicine; Dr. Conrad 
J. Holmberg of the Uni- 
versity of Minnesota 
School of Medicine, Dr. 
Edward H. Rynearson and Dr. John W. Kirklin of 
the Mayo Foundation; Dr. I. V. Ponseti of the Uni- 
versity of Iowa School of Medicine; Dr. Kenneth L. 
Roper of the Northwestern University School of 
Medicine; Dr. Reginald H. Smart, Dr. John L. Webb 
and Dr. J. Walter Wilson of the University of 
Southern California School of Medicine; and Dr. 
Donald C. Collins of the College of Medical Evan- 
gelists in Los Angeles. 


Dr. Bank Speaks 


Dr. Bank, who served as president of the Asso- 
ciation for 1954-55 and who also was chairman of 
(Continued on Page 37) 
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Setting for the annual Southwestern Medical Association meeting in 
Phoenix, Nov. 16 to 18, was the Westward Ho Hotel in the downtown sec- 
tion of the rapidly expanding, sprawling and sunny Arizona metropolitan 
center. Above is a view of the Westward Ho’s colorful patio and swim- 
ming pool from one of the rooms. 
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Upper left at the Southwestern Academy of Opthalmolo- 
gy and Otolaryngology luncheon at the Southwestern Med- 
ical Association meeting are, left to right, Dr. Oscar W. 
Thoeny, Phoenix, past president of the Arizona Medical So- 
ciety, Dr. Conrad J. Holmberg of the University of Min- 


Upper left are Dr. H. L. Bockus (left) and Dr. William 
E. Ehrich, both of the Graduate School of Medicine at the 
University of Pennsylvania. Upper right are Dr. Joseph 


Bank of Phoenix, immediate past president of the Associa- 
tion, (left to right) Dr. Dettweiler, the new president, and 
Dr. Russell L. Deter of El Paso, association secretary-treas- 
urer. Below are, lower left, Dr. I. V. Ponseti, left, of the 


nesota School of Medicine, Dr. Kenneth L. Roper of North- 
western University School of Medicine and Dr. John Mc 
Loone of Phoenix. Upper right are Dr. Edward H. Rynearson 
of Mayo Clinic, left, and Dr. Ashton Taylor of Phoenix, who 
presided at the first round-table discussion. 


University of Iowa School of Medicine, and Dr. Chester 
Bennett of Phoenix. Lower center are Dr. L. Kraeer Fer- 
guson (left) of the Graduate School of Medicine of the 
University of Pennsylvania and Dr. Elmer E. Yeoman of 
Tucson, a Pennsylvania graduate. Lower right are Dr. John 
W. Kirklin of the Mayo Foundation, left, and Dr. C. S. 
Britt of Sea Island, Georgia. 
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Upper left, Dr. Thomas A. Edwards of Phoenix, chairman of the 
registration committee, gets a smile from Mrs. W. V. Ergenbright 
of the Maricopa County Medical Society's Auxiliary at the registra- 
tion desk. Upper right, Dr. Donald A. Polson of Phoenix (left), 
— of a round-table group, chats with Dr. Francis Allison of 
*hoenix. 


In the photo on the left, Miss Pat Small of the Maricopa County 
Medical Society staff (right) greets Dr. and Mrs. Melvin W. Phil- 
lips of Prescott, Ariz. A large part of the work at the convention 
was done by Miss Small. In earlier preparations for the meetin 


Tucson, Dr. Branch Craige of El Paso and Dr. Edward Egbert o 
El Paso. 


In the photo on the left are (left to right) Dr. Roy 
Hewitt, Tucson, Dr. Howell Randolph, Phoenix, Associa- 
tion past president, Dr. Reginald H. Smart of the Uni- 
versity of Southern California School of Medicine, and 
Dr. Shaw McDaniel, Phoenix. Above are Dr. Samuel Shore 
of Phoenix (left) and Dr. C. Thomas Read of Phoenix, 
Lower left are Dr. Juan S. Gonzalez (left) of Nogales, 
Ariz., and Dr. W. Albert Brewer of Phoenix. Lower right 
are Dr. Robert 8. Flinn of Phoenix (left) and Dr. Joseph 
ae Greer of Phoenix, a past president of the As- 
sociation 


Miss Margaret Dessert, associate executive secretary of the Society, 
was most helpful. Above, left to right, are Dr. Harold J. Rowe, 
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OUR ‘ Rk Across the Top. 1—Dr. Ben P. Frissell, Phoenig On the | 
EXHIBIT WAS oP « (left) and B. J. Kelley, Phoenix, Lederle Labf Phoenix, 


LOST IN TEXAS / ee ratories. 2—Roswell Olson, Phoenix, of Upjolg Zelewski 


Co. (left) and Wally Mohr, Phoenix, of Smit interne a 
Dorsey Co. 3—C. W. Clark (left), Los AngekgT. McC 
district manager for Eli Lilly and Co., and D§8—Jack 
Maurice R. Vinikoff of El Paso. 4—(Left @ Supply 
right) Dr. George Bair, Plattville, Wis. and Lom dale, Ari 
Person, Chick Pahud and Elmer Ulves, all of Pe right) A 
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On the Left. 5—Dick Mace (left), Los Angel py With 
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Phoenix what happened to his exhibit. Corp. E 


On the Right. 6—Dr. Williard W. Schuessler@ and Co., 
El Paso (right), past president of the Southwest Mead Jo 
Medical Association, receives a badge from C.@ tional Ca 
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EXHIBITS 


On the Bottom. 7—(Left to right) R. B. Nash, 
Phoenix, Ciba Pharmaceutical Products, Inc., F. W. 
Zelewski, Denver, of Ciba, Dr. Ruth A. Johnson, 
interne at St. Joseph Hospital in Phoenix, and Dr. 
T. McCormick, also interning at St. Joseph’s. 
8—Jack Yancey, Phoenix, Southwestern Surgical 
Supply Co., and Dr. E. A. Henderson of Glen- 
dale, Ariz. 9—Dr. J. W. Davis, Tucson, (left to 
tight) Al Gibbs of A. H. Robins Company, Inc., 
and Dr. Charles W. Elkins, Tucson. 10—Dr. Mar- 
tin Withers, Tucson, (left) and Dr. Jacob Sobol, 
Phoenix. Among exhibitors not shown above were 
C. B. Fleet Co., Coca-Cola Co., Doho Chemical 
Corp., Ethical Pharmaceutical Co., G. D. Searle 
and Co., General Electric, J. B. Lippincott Co., 
Mead Johnson and Co., Medco Products Co., Na- 
tional Cash Register Co., Pfizer Laboratories, San- 
doz Pharmaceuticals, and Standard Surgical Supply. 
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Upper left, physicians play in an Association tournament man, Dr. Robert Flynn, Dr. Derrill Manley and Dr. Tom 
on the Paradise golf course with the Camelback Mountains Read, all of Phoenix. Upper right, Dr. John Ash, Phoenix, 
in the background. Above, center, a foursome checks scores: (left) and Dr. Walter Lee, Mesa, Ariz. 

(left to right) Dr. Robert Beers, Phoenix, tournament chair- 
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In the photographs above are (left) Dr. Morris E. Stern, J. Antos of Phoenix; (center, below) Dr. Renate Leo, 
Phoenix (left) and Dr. C. E. Troutman, Mesa, Ariz.; (cen- | McNary, Ariz., and Dr. Daniel Yale, Whiteriver, Ariz.; 
ter, above) Dr. Dana Lee Harnagel, Phoenix, and Dr. Joseph (right, below) Dr. W. A. Reed, Phoenix, (left) and Dr. 
F. Peters, Albuquerque; (right, above) Dr. and Mrs. Charles John L. Webb of the University of Southern California 
F. Rennick, El Paso. Below, left, are Dr. and Mrs. Robert School of Medicine. 
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SOUTHWESTERN DERMATOLOGICAL SOCIETY 


With the exception of the photo at the lower right of 
the page, these photographs show members of the South- 
western Dermatological Society, which held a one-day meet- 
ing Nov. 19 in connection with the convention. Upper left, 
1, is Dr. J. Walter Wilson of the University of Southern 
California School of Medicine and Dr. Helen Roberts of 
Phoenix. 2—(Left to right) Dr. William Ragsdale, Phoenix, 
Dr. Ed Taylor, La Jolla, Calif., Dr. Seymour Shapiro, Tuc- 
son, Dr. Otis Miller, Tucson, and Dr. Robert Snapp, Phoenix, 


1! 


Reichert, Phoenix, 


nix. 


of Proctology luncheon. Back row, left 
to right, Dr. Michael Matanovich, Phoe- 
4 nix, Dr. William Schroeder, Phoenix, 
; chairman, Dr. Collins, Dr. R. W. Hus- 

song, Phoenix, Dr. Robert Barfoot, Phoe- 

nix; front row, left to right, Dr. J. 
Dr. Louis Lutfy, 
Phoenix, and Dr. Charles Nevins, Phoe- 


Society secretary. 3—(Left to right) Dr. John J. Corcoran, 
Albuquerque, Dr. Donald J. McNairy, Phoenix, and Dr. 
H. D. Garrett, El Paso. 4—Dr. E. R. Pace, Santa Fe, (left) 
and Dr. Kenneth C. Baker, Tucson, Society vice-president. 
5—Dr. Carl Z. Berry, Tucson, (left) and Dr. Sam Mackoff, 
Phoenix. 

Photograph No. 6 shows part of a group that gathered 
to hear Dr. Donald C. Collins (center, back row) of the 
College of Medical Evangelists for an International Academy 
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In the photographs above are, 1, Dr. and Mrs. Earl 
Malone of Roswell, N. M. (Dr. Malone is president of the 
New Mexico Medical Society.) 2—(left to right) Mrs. Rus- 
sell L. Deter of El Paso, Dr. and Mrs. J. K. Bennett, Tucson, 


4—(left to right) Mrs. John W. Dettweiler, whose hus- 
band is the Association's new president; Mrs. L. K. Ferguson 
and Mrs. John W. Kirklin, wives of the guest speakers. 

5—(left to right) Mrs. Wesley G. Forster, Phoenix, Dr. 
Marcus W. Westervelt, Tempe, Ariz., Mrs. Tom Read, Phoe- 


and Dr. and Mrs. Branch Craige, El Paso. 3—(left to right) 
Dr. and Mrs. Alvin R. Clauser, Albuquerque, Dr. and Mrs. 
Oscar W. Thoeny, Phoenix, and Dr. and Mrs. Louis W. 
Breck, El Paso, 


nix, and Dr. James T. Harold, Phoenix. 
6—(left to right) Dr. and Mrs. Jack Bernard and Dr. 
and Mrs. Ira A. Budwig, all of El Paso. 
7—Dr. and Mrs. Philip D. Windrow of Phoenix. 
8—Dr. and Mrs. Henry J. Stanford of Tucson. 
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Dr. Dettweiler....... 

(Continued from Page 28) 
the program committee, made the following remarks 
at opening of the three-day meeting: 

“The members of this Association are concerned 
primarily with the active practice of medicine. They 
are busy men whose work is not limited by a 40 
hour week. They are perhaps under pressure a good 
deal of the time fulfilling their obligations to their 
patients and to their — From time to time 
they must stop to refresh their minds and check 
their thinking in the field of medicine. They must 
acquire the new and discard the old. This process 
of medical education is continuous and is accom- 
plished in many ways. 

“One of these is provided by the Southwestern 
Medical Association in its annual meetings, typical 
of many such held all over the country. These meet- 
ings do more than provide information. For by 
bringing the practicing physicians in contact with 
the leaders of American medicine, they vitalize and 
personalize the educational effort. 


Only One Thing 


“Only one thing makes such a meeting as this 
possible. That is the generosity of American teachers 
of medicine, who, in spite of their multiple duties 
and responsibilities, give freely of their time and 
energy. They come to meetings such as this at con- 
siderable personal sacrifice. I should like to pay a 


personal tribute to them at this time. There are many 
other fields of scientific endeavor where official com- 
mendation has been created in the form of prizes or 
awards. But many of us feel there is insufficient 
recognition of the selfless devotion to the ideal of 
teaching by that group of physicians who do not 
receive adequate personal remuneration. I believe the 
nature of this service is not sufficiently appreciated 
by the medical profession who are in largest measure 
the immediate beneficiaries, and the public which 
benefits indirectly. 


Selfless Giving 


‘In a way we take for granted the services of 
these men because they accept the burden imposed 
upon them by custom and tradition. Raised in the 
tradition of selfless giving of an Osler, Keen, Mayo, 
they are carrying onto the contemporary scene, the 
same generous spirit. We duly appreciate the unique 
American system which fosters and encourages the 
free dissemination of medical information. But let 
us most appreciate that in effect, the teachers who 
respond to the call of state and regional conferences 
for postgraduate instruction, actually are giving a 
subsidy to these meetings by their generosity. 

“Let me then express, for all of us present today, 
an appreciation of the skill which these leaders have 
developed in the art of teaching. But even more, 
to thank them, for giving not only of their knowl- 
edge, but of themselves, — their time and energy.” 


Monthly Clinical....... 

(Continued from Page 27) 
cation or scars. At least if tuberculosis heals, there 
should be some clear proof of calcification some- 
where. 

After all, this patient has never had a positive 
sputum, before treatment, after treatment or at any 
time. There was no positive sputum and ten years 
ago you didn’t even have the antibiotics we have 
available now. 


Dr. Vincent M. Ravel: 

I think it is really interesting that on these films 
we see no evidence at all of a left atrial enlargement 
which certainly you would suspect with that fish- 
mouth appearance of the mitral valve. Certainly the 
only explanation would be that there may have been 
relaxation of the entire mitral ring which still per- 
mitted enough blood to pass through to keep the 
left atrium from enlarging. 


Dr. Saul B. Appel: 

It is very interesting to see that post mortem 
finding of rather advanced mitral stenosis in a 70 
or 71 year old woman. The fact that the history only 
records a systolic murmur at the apex really doesn’t 
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mean anything to me because in preparing C.P.C.’s 
elsewhere and also in listening to what clinical clerks 
would describe as a murmur, I think we have all seen 
that there’s almost always general disagreement except 
if the murmur is particularly typical. 

I do not doubt that if somebody tilted this patient 
on the left side and listened carefully, he might have 
described the murmur as being diastolic. So, I don’t 
think we can use the evidence here as definitely show- 
ing she had mitral insufficiency versus mitral stenosis. 
There certainly is little evidence on the X-ray to 
indicate a heart that would go with such advanced 
mitral stenosis, but that’s what makes the game inter- 
esting when the findings are not typical. 


Dr. William R. Gaddis: 


Again, it points to the old ideas that one cannot 
make a diagnosis if one doesn’t examine the patient. 
And I think, had the observer who initially saw this 
patient with the hemoptysis or, had the one who saw 
the patient a day or two following the hemoptysis, 
re-examined the patient's heart and had he been inter- 
ested enough to re-examine the patient’s chest without 
instituting anti-tuberculous therapy, we might not yet 
have had a discussion tonight. 
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Dr. Newton F. Walker was elected president of 
the El Paso County Medical Society for 1955-56 at 
the Society's annual business meeting December 13. 
Dr. Walker succeeds Dr. Joe R. Floyd as presi- 
dent. Other officers elect- 
ed were Dr. Robert F. 
Thompson, president- 
elect; Dr. Gerald H. Jor- 
dan, vice president; and 
Dr. Morton H. Leonard, 
secretary-treasurer, 


Dr. Walker announced 
plans for continuing work 
of the Society's Disaster 
Committee in connection 
with Civilian Defense, 
with emphasis on all 
phases of medical activity 
in the community, partic- 
ularly the military; for 
active participation in 
rabies control and com- 
munity projects; for de- 
velopment of the emer- 
gency call system; and 
for the provision of addi- 
tional scientific literature 
in the library of the So- 


ciety's Turner home at 1301 Montana Street. 


Born in Fleetwood, Okla., Dr. Walker was 
graduated from the Baylor University College of 
Medicine. He received his interne training at the 
California Lutheran Hospital in Los Angeles, and 
served his residency at the Ventura County Hospital, 


Dr. Newton F. Walker 


Dr. Newton F. Walker Elected President of 
E] Paso County Medical Society 


Los Angeles. He has taken postgraduate training 
at the New York Eye and Ear Hospital of the New 
York Postgraduate Medical School and the Columbia 
Presbyterian Medical Center. 

Dr. Walker came to 
El Paso in 1937 and has 
since been associated with 
Dr. F. P. Schuster and 
Dr. S. A. Schuster in the 
practice of medicine in 
eye, ear, nose and throat. 

During World War II 
he served in the Medical 
Corps for five and one- 
half years, four years of 
which were spent in over- 
seas duty. He was chief 
of the Eye, Ear, Nose 
and Throat section of the 
North Sector General 
Hospital for three years 
in Hawaii, in connection 
with which he received 
the Bronze Star. 


He is a Fellow in the 
International College of 
Surgeons, a Life Member 
of the New York Aca- 
demy of Science, a mem- 


ber of the Pan-American Association of Ophthalmo- 
logy, the American Medical Association, the Southern 
Medical Association and the Southwestern Medi- 
cal Association. 


He and his wife and their daughter, Nancy, seven, 
reside at 916 E. Blanchard St. in El Paso. 


International Academy of Proctology To Meet In April In Chicago 


Plan now to attend the 8th Annual Teaching 
Seminar of the International Academy of Proctology 
at The Drake, Chicago, Illinois, April 23 to 26, 1956. 
The International, National, and Local Program Com- 
mittees are planning an unusual seminar on anorectal 
and colon surgery. There will be special emphasis on 
anorectal presentations, and on panel discussions, as 
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requested by those who attended the New York meet- 
ing in 1955. 

Eminent speakers from all parts of this country 
and abroad will present interesting papers and motion 
picture demonstrations of their personal techniques. 
Mexico is expected to be very well represented at 
this meeting. 
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 APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 


By ANpREw M. Basey, M. D., LAs Cruces, N. M. 


1. “It is, of course, not new for the family doc- 
tor’s help and advice to be enlisted in dealing with 
the stresses which tend to break up the family; but, 
as these stresses have enormously increased of recent 
years, so must the doctor be better prepared and more 
willing to treat the early stages of family-breakdown 
before it is too late. He should come to regard a 
family which disintegrates with the same concern as 
a patient who has failed to recover from physical 
illness.” Richard W. B. Ellis; ‘Initiation’; The 
Lancet; August 27, 1955; p. 404. 


2. “Learning medicine is like learning to play a 
game. You should always, if you can, play tennis, 
for example, with people rather better than yourself.” 
A. E. Clark-Kennedy; “How To Work”; cit.; 
p. 405. 


3. “Never miss clinical opportunity. Go into the 
wards whenever you can. Stay there as long as you 
can, Stop there until Sister bundles you out. Go to 
outpatients as often as you can, and stay shere as long 
as you can. Clinical experience can only be organized 
for you up to a certain point. Therefore, hang about 
waiting for something to turn up. If you wait long 
enough, something will turn up.” A. E. Clark- 
Kennedy ; cit.; p. 405. 


Clinical Memory 


4. “Remember, you must cultivate the art of 
clinical memory. Again and again the logical ap- 
proach to diagnosis (which you must always attempt) 
breaks down and, when everyone else is stuck, some- 
one remembers having seen a case just like that be- 
fore! Indeed, being a good clinician, which every 
practicing doctor must strive to be, depends largely 
on clinical memory.” A. E. Clark-Kennedy; Joc. cit.; 
p. 405-406. 


5. “... a moment's thought reveals that action 
always depends on the degree of probability of a 
diagnosis lee right, and the relative improbability 
of some less likely but possibly more dangerous con- 
dition. Indeed, good clinical medicine depends on 
right estimates of probability. Maybe you don’t ap- 
‘anes of betting; and, in point of fact, I seldom bet, 

ut an occasional clinical bet will compel you to make 
up your mind in a way that nothing else will.” 
A. E. Clark-Kennedy; Joc. cit.; p. 406. 


6. “. . . you must start thinking diagnostically 
the moment you start taking the history, otherwise 
you won't get the right history (histories seldom take 
themselves), because you won’t know what questions 
to ask or how to ask them.” A. E. Clark-Kennedy ; 
loc. cit.; p. 406. 
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Diminishing Returns 


7. “Remember, too, that reading obeys the eco- 
nomic law of diminishing returns. You cannot read 
for more than a certain length of time, and the first 
hour, once you have got started (I am afraid that a 
reading policy demands cultivation of some self- 
discipline), pays a larger dividend than the second. 
So have ‘stuffy’ and ‘light’ reading running concur- 
rently, the former for the first and the latter for the 
second part of your working evening.” A. E. Clark- 
Kennedy ; /oc. cit.; p. 407. 


8. “I am sure that already you have noticed that 
there is a type of doctor who, by all the rules of 
Medes.and Persians, and according to all the text- 
books, treats his patients correctly and wisely — yet 
they dislike him. On the contrary, there are those 
whose methods cause one to whistle through one’s 
teeth with horror, yet, whatever the outcome of their 
administrations, their patients will never leave them. 
‘Why is this?” Ronald Gibson, ‘Introducing the 
Family Doctor”; The Lancet; loc. cit.; p. 410. 


9, “. . . I must obviously describe these character- 
istics, although to do this properly would take up a 
lecture in itself. In the main they can be divided into 
two groups of three . . . . The first inseparable 
triumvirate is compassion, sympathy, and understand- 
ing. The ability to feel for and be as one with the 
patient in his illness, and to get it across to him that, 
once having consulted you, he is no longer alone in 
the struggle.”” Ronald Gibson; /oc. cit.; p. 410. 


Compassion, Sympathy, Understanding 


10. “As the years go by one is introduced to 
more and more human problems. One’s tolerance 
grows and one’s compassion is intensified, The words 
left unspoken in the history, conveyed, as it were, by 
the worried look, begging you to understand that 
more could be said if it did not entail possible dis- 
loyalty to a husband or child, lack of appreciation of 
the mother-in-law living on the premises, inability to 
cope with the house-keeping, and so on; the little 
human displays that have to be put up, the fences 
to hide poverty or unhappiness from neighbours; the 
deaths and separations in the family; all mixed with 
the happy things, such as births and weddings and 
younger generation achievements. All these appear 
in the surgery sooner or later, wrapped up in some 
obscure form or another. The majority of them are 
crying for compassion, sympathy, and understanding. 
Quite often treatment can stop after a display of one 
or more of these three — nothing more is needed.” 
Ronald Gibson; Joc. cit.; p. 411. 
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11. “. .. here we come to our second group: 
the all-important non-material agents, faith, hope, 
and love. I am not mocking, as I am sure you will 
acknowledge, when I say that you must explain to a 
patient why you are giving him a certain medicine.” 
Ronald Gibson; /oc. cit.; p. 411. 


Consultant Build-Up 


12. “The consultant does not depend so much for 
his success on these agents, he relics more on the 
build-up you give him. You know the sort of thing: 
‘You'll find him a bit abrupt, Mrs. Jones, but don’t 
mind him. He's incredibly clever, and knows your 
sort of case inside out’.”” Ronald Gibson; Joc. cit.; 


p. 411. 


13. “Remember that it is not a sign of weakness 
to call in a consultant. Quite the contrary. (May 
I hasten to add that I would regard it as much more 
a sign of weakness to accept the consultant’s opinion 
quite blindly and quite against one’s better judgment. 
I can think of three recent episodes in my own part- 
nership where we have had politely to disagree with 
the expert, with gratifying results). Never forget 
that you know the patient first and the disease after- 
wards. Your expert colleague looks only at the dis- 
ease, he knows not the patient, therefore his handicap 
is phenomenal. It may well prove too much for him.” 
Ronald Gibson; /oc. cit.; p. 411. 


14, “... when you deal with a child, never tower 
above him; kneel, sit, or lie down, so that your face 
is on a level with his; never get straight down to 
business without a preliminary chat — with the child, 
not his parents.” Ronald Gibson; /oc. cit.; p. 411. 


Doctor’s Wife 


15. “Let me end by mentioning one person who 
can be the greatest asset of them all — the doctor's 
wife. Tactful and diplomatic, helpful and sympa- 
thetic, patient and comforting, whether she is tackled 
in the street or on the telephone she can double the 
size of the practice and halve the ‘amount of her 
husband’s work. What would we do without her, 
I wonder?” Ronald Gibson; Joc. cit.; p. 412. 


16. “At least once a day a patient will say: ‘Of 
course, doctor, I know this is due to my age.’ Woe 
to you if you agree. The answer to that remark is 
‘Nonsense!’ — and don’t just say it, mean it.” 
Ronald Gibson; Joc. cit.; p. 412. 


17. “Often these so-called neurotics are charming 
people, sensitive, generous, perhaps over-self-centered, 
solitary children, spoilt and coddled in past years 
when such extravagances were feasible; unrealistic, 
maladjusted, quite incapable of facing up to the stress 
and strain of modern life. Their greatest sin is that 
they take up too much of the doctor’s time. But 
insufficient time to treat them is no excuse for an 
unsympathetic or irritable manner. We should always 
try to have a few minutes to spare each day for the 
lonely person who just wants to be talked to, to be 
advised, or even, quite often, to be instructed. A 
dismissal after ten minutes of chatting is far more 
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effective and lasting than a hurried prescription after 
two minutes reproach.” Ronald Gibson; /oc. cit.; 
p. 413. 


Neurotic Advertising 


18. “. . . remember that the neurotics will be 
either your best advertisement, or your worst. Willy- 
nilly they constitute the group of people who talk 
the most; it is nice to arrange that they say the right 
things!” Ronald Gibson; Joc. cit.; p. 413. 


19, “NEVER during the whole of your years as 
a family doctor let a woman in the menopause think 
that she has come to you in vain, or that, because 
of your light-hearted and unsympathetic attitude to 
her peculiar symptoms, she can never come to you 
again... . they will never forget you and will be 
your most grateful patients.” Ronald Gibson; /oc. 
cit.; p. 413. 


20. ‘How can one put a rest, or a holiday with 
change of environment, into a box or a bottle? Well, 
it has to be done, for nearly all these patients are 
women. They are bearing the burden of the home, 
the meals, the kids, and in far too many cases, of 
earning an addition to the family income to pay for 
the little extra on housekeeping, or the installments 
on the furniture, the television, or the car.” Ronald 
Gibson; Joc. cit.; p. 413. 


In Bed Too Long 


21. “Finally, if you try to keep her in bed too 
long you will find that she has timed your visit to 
a nicety so that she is in bed for a maximum of ten 
minutes before you arrive, and thirty seconds after 
the car has driven away. (One has only to be a 
family doctor for a week to realize of what poor 
stuff we males are made. What is needed is a trade 
union for housewives — against it the hydrogen bomb 
would appear insignificant!)” Ronald Gibson; Joc. 
cit.; p. 413. 


22. “And this is the task of the busy family 
doctor. He is the magician who produces the early 
carcinoma and presents it on a plate to the waiting 
surgeon, who will reap the reward for saving the 
patient’s life as assuredly as he will gain the sympathy 
of all the friends and relatives if the presentation is 
left until too late. (May he be forgiven for that 
shrug of the shoulders which expresses only too clearly 
how much he could have done had he been called 
in only a week or two earlier!)’”’ Ronald Gibson; 
loc. cit.; p. 413. 


23. “Family doctors may grumble, and be full of 
pious misery in the winter months, but they are never 
so happy as when full of self-pity, never so contented 
as when overworked, and never so miserable as when 
on holiday away from the all-absorbing drudgery of 
medicine.” Ronald Gibson; Joc. cit.; p. 413. 


Four Types 


24. “Let us first consider the timing of the ap- 
pearance of the evidence of ability. From watching 
a number of careers in medicine I gather the impres- 
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sion that, in point of timing, emergent ability is of 
four general types: the Rampart, the Plateau, the Slow 
Crescendo, and the Late Blooming.” Alan Gregg; 
Vet. Administration Tech. Bull.; August 20, 1952, 
10-83 p. 1. 


25. “The Rampart type in its extreme form sug- 
gests the adjective ‘‘precocious.” It shows a rapid rise 
to an early maximum sometimes attained at about the 
time the M. D. is obtained ..... My witty and per- 
ceptive classmate, George Hoyt Bigelow, said to me 
a year or so after we had graduated, “Alan, I’ve made 
the greatest mistake a young man can make!” Im- 
ap oe by such a tragic declaration, I asked him what 

e had done. “I’ve shown promise,” he replied. “I 
haven't promised*anything myself, but, damn it, I've 


‘shown promise! — | sgn formulated by older 
men and now saddled on me.”” Gregg; Joc. cit.; 
p. 2. 


26. “I could have called the Rampart type by the 
invidious name skyrocket — up with a blaze of glory 
and down with a dull thud — but I hate the facile 
ignorance that passes such summary opinions on mere 
appearances ..... And still, in a statistical sense 
the Rampart type exists, with later years often marked 
by resignation, embitterment, self-pity, or, as often, 
by patient self-acceptance.” Gregg; loc. cit.; p. 2. 


Plateau Type 


27. “The Plateau type of ability declares itself 
equally promptly but maintains itself with equanimity 
and steady continuity. They prove dependable, con- 
sistent performers, serene, solid beautifully free from 
bad luck or bad management.” Gregg; Joc. cit.; p. 2. 


28. “The Slow Crescendo shows steady, slow 
improvement throughout his professional life. Being 
a slow starter, he has created neither great expecta- 
tions nor consequent disappointment. Usually the 
Slow Crescendo type has a singularly shrewd knowl- 
edge of the pitfalls of versatility and of all of what 
Bill Palmer used to call life’s gilded lemons.” Gregg; 
loc. cit.; p. 2. 


29. “The rest of us usually overload him with 
administrative duties — or try to — in our wonder 
and lazy admiration. It is a lethal sort of compliment 
we pay — distinction and extinction in one move. 
Let me add that ours is a big country now, equipped 
with such facilities for travel and communication as 
to exhaust the energies of many and many a man with 
duties so glibly described as being ‘‘at the national 
level.”” In smaller countries he can and does enjoy 
a less exhausting and better-balanced life.” Gregg; 
loc. cit.; p. 2. 


Late Bloomers 


30. “Though the Slow Crescendo type is gen- 
erally recognized in time to be exploited, the Late 
Blooming type usually escapes attention and thus 
enjoys a freedom from importunities and demands 
that in many ways is enviable. He manages to mix 
surprise with success, since his ability shows itself 
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unexpectedly and so late as to excite but little jealousy 
and few dependents to abuse his time.” Gregg; Joc. 
cit, p. 2. 

31. “Indeed, one of the most helpful bits of 
advice I ever got on my way through medical school 
was from Richard Cabot: “If you ever thought that 
the preparation of medicine is a hundred-yard dash 
and that what your record is in the medical school is 
all important, just stop thinking that way. It is more 
like a two-mile race. I wouldn't think the time for 
estimating your abilities could sensibly come much 
before you are 40 years old.” ” Gregg; Joc. cit.; p. 3. 


32. “You have rewarded precocity, which may or 
may not be the precursor of later ability. So, in ef- 
fect, you have unwittingly belittled man’s cardinal 
educational capital — time to mature.” Gregg; Joc. 
3. 


Early Maturity 


33. “When children grow up anywhere in a cul- 
tural minority — the children of American missiona- 
ries in China would serve as another example — they 
mature earlier than the children living in a uniform 
and homogeneous society.” Gregg; Joc. cit.; p. 4. 


34. “A wise friend of mine once observed, “‘It’s 
queer, isn’t it, that praise from an elderly person 
almost never turns your head, whereas praise from 
contemporaries or juniors may very easily spoil you.” 
Gregg; loc. cit.; p. 4. 


35. “I remember asking President Eliot of Har- 
vard, whose discrimination in picking faculty mem- 
bers was remarkable, what was the best criterion to 
follow in choosing a man for his ability. He replied 
that the best single criterion, though not infallible, is 
the judgment of his contemporaries.” Gregg; Joc. 
cit.; p. 4. 

36. “When you have remarkable opportunities, 
you have equally notable obligations. Or at least 
among those whose respect you want, your opportu- 
nities, if seized, create expectancy. And, if unusual 
experiences do not call forth your best abilities, then 
you forfeit the respect and interest of people who 
would have reacted to such experiences with the best 
they could summon. Gregg; /oc. cit.; p. 4 - 5. 


Honors and Degrees 


37. “Honors and degrees carry too little ex- 
ectancy — they have the general odor of receipted 
ills, certificates of past performances, or rewards, or 

honorable scars, or epitaphs. Gregg; Joc. cit.; p. 5. 


38. “In contrast to the English universities, we 
do curiously little to bridge the actually narrow gap 
between fine minds in young men and fine minds in 
older men. Surely the brilliance or nature of a star 
is more important than the time it rises.” Gregg; 
loc. cit.; p. 5. 


39. ‘For I would hold that the doctor’s life, too, 
is becoming, not being, and the natural history of 
increasing medical maturity deserves reflection and 

(Continued on Page 50) 
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ORIGINAL ARTICLES 


During World War II while stationed at a large 
General Army a the author found that there 
was a definite incidence of hospitalization because of 
chronic Osgood-Schlatter’s disease. Certain aspects of 
military field duty and basic training activities such as 
crawling through the infiltration course are definitely 
difficult to perform properly with one or both tibial 
tubercles tender and enlarged. In fact, there are tasks 
in civilian life that also cause difficulty. However, 
the patient can usually adjust his work without re- 
porting to the orthopaedic surgeon. 


Chronic Cases 


The treatment of the old chronic cases was not 
always satisfactory regardless of the method used. In 
other words, after all types of therapy were utilized, 
not all of the chronic cases still could perform all 
phases of full field duty, at least over a sufficiently 
long period for satisfactory military service. Therefore, 
the opinion was established that Osgood-Schlatter’s 
disease of the tibial tubercle constitutes a definite dis- 
ability in the chronic adult form, at least potentially. 

It may become symptomatic and thus rated as a 
defect under certain aspects of full military field 
duty. Since the treatment of this chronic form is not 
entirely successful, prevention of this condition is 
important. It is hoped that when this condition arises 
in the young individual, the treatment of the early 
minimal condition is carried out thoroughly and com- 
pletely in order to attempt to avoid the chronic aspects 
of this condition. 


Early Diagnosis Important 


The acute condition is a problem for the ortho- 
paedists, both civilian as well as military (depen- 
dents). It is the author’s opinion that this condition 
should be diagnosed early and treated until healing 
is as complete as possible. In this way, the incidence 
of chronic cases will probably be lowered. 

After a review of the available medical literature 
and after a discussion of the subject with various 


*Presented at the meeting of the Orthopaedic Surgeons in 
the Southwest, in conjunction with the Arizona Chapter of the 
Western Orthopaedic Association and during the meeting of the 
Southwestern Medicai Association in El Paso. 
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The Treatment of Minimal Fragmentation and Early 


Osteochondrosis of the Tibial Tubercle or 
Osgood-Schlatter’s Disease * 


By W. ComPERE Basoo, M. D., M. S., IN ORTHOPAEDIC SURGERY, EL PAso 


orthopaedic surgeons it is apparent that this opinion 
is not shared unanimously. It is hoped that others 
will also use this method of therapy to be described 
and thereby help determine whether or not this will 
lower the incidence of chronic Osgood-Schlatter’s 
disease and thereby aid those who may need to per- 
form duties requiring a normal tibial tubercle. 


Treat Early 


In the acute cases, most of the patients are pre- 
sented early and ordinarily the parents, at least, are 
cooperative in our practice. Most of these patients 
are boys and they are over-active. In all probability, 
trauma therefore, plays quite a part in the origin of 
this condition. The average patient is usually seen 
after several weeks duration of tenderness and en- 
largement of the tibial tubercle. The early roentgeno- 
gram studies usually reveal only minimal fragmen- 
tation of the tibial tubercle. 

A cast is applied with shoulder strap. The cast 
extends from the upper thigh to the lower leg just 
above the ankle and is well padded at the lower level 
and also about the knee; otherwise it is a light type. 
The shoulder strap is only utilized when the patient 
is in the upright position because when the patient 
is recumbent or horizontal there is no tendency for 
the cast to drop toward the ankle and thereby irritate 
this region. 


Cylinder Cast 


This definitely gives good support to the tibial 
tubercle area and yet the patient is able to go along 
with his school work and other necessary activities. 
There is a distinct clinical impression that practically 
all of these cases can be treated successfully and that 
the roentgenograms after a period of six weeks to 
three months or more, will reveal a practically normal 
tibial tubercle area. At six weeks the cast is removed 
and roentgenographic studies are made. 

If healing is not complete, another plaster cylinder 
is utilized for another six week period. Another 
roentgenographic study is made. The routine is con- 
tinued until healing is completed both clinically and 
roentgenographically. 
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Figure 1 


Figure 3 


Figure 2 
Illustrations 
Case 1. H. B.: This patient when seen in 1948 Figure 4 

had bilaterally enlarged, (Fig. 1) tender tibial 

tubercles. This patient did not have any treat- tibial tubercles revealed abnormalities and frag- 
ment and x-ray eximinations were made again mentations with irregularity. Both tibial tubercles 
in August of 1954 approximately six years after were tender and definitely symptomatic. The 
the onset of the (Fig. 2 & 3) disability. Both patient defintely had difficulty. 
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Figure 5 


Case 2. L. F.: This patient was very cooperative. 
He was seen very early in the course of his tibial 
tubercle enlargement, tenderness with the radiolo- 
gical evidence of fragmentation. (Fig. 4) A plaster 


Figure 6 
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Figure 7 


cylinder cast was applied and six weeks later firm 
consolidation by x-ray was noted. (Fig.5) Also 
the tibial tubercle had healed by radiological 
examination. 


Figure 8 
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Figure 9 


Case 3. R. N.: This patient was not cooperative 


and it was difficult to keep casts on him because 
he was so active he would break them continu- 
ously. In the early stage there was definite frag- 
mentation of the tibial tubercle. (Fig 6) Three 
months later after only fairly satisfactory manage- 
ment the tubercle improved. (Fig. 7) Six months 
after that there was slight fragmentation of the 
tubercle noted by x-ray. (Fig. 8) The other illu- 
stration (Fig. 9) is of the opposite knee for com- 
parison purposes taken at the same time. Possibly 
if this patient had been cooperative there would 
have been no minimal fragmentation. He did 
have a good result as far as he was concerned 
and had practically no symptoms. The last visit 
was made because he wanted a medical release 
permitting him to play football. 


Case 4. J. M.: This was a cooperative case but 


healing was slow. It was necessary for prolonged 
cast protection to obtain a good result. The first 
x-ray revealed definite fragmentation of the tibial 
tubercle. (Fig. 10) At six weeks the fragmenta- 
tion seemed to be healing but there was still some 
evidence of the old fragmentation. (Fig.11) A 
second six week period revealed very good heal- 
ing. (Fig. 12) A final check-up examination ap- 
proximately six months later reveals a very excel- 
lent end result. (Fig. 13) 
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Figure 10 


Figure 11 
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Figure 13 


Case 5: Before and after six weeks in the plaster. 
(Figs. 14 & 15) 


Figures 16 and 17 illustrate the type of case used 
in this series of cases. 
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Conclusions 


1. Patients with early fragmentation or Osgood- 
Schlatter’s disease or osteochondrosis of the tibial 
tubercle, may be treated with a plaster cylinder. 


2. This cast should extend from the upper thigh 
to the lower leg, just above the ankle. It should be 
padded adequately and should have a shoulder strap 
attached to the upper end to get proper suspension 
and proper position for the upright position of the 
patient. 


3. Cast treatment management should be con- 
tinued until roentgenological check-up reveals com- 
plete healing of the tibial tubercle. 


4, A six weeks to three months check-up, clinic- 
ally and roentgenographically should be utilized after 
treatment has been discontinued, to insure the fact 
that a good result has been obtained. 


Figure 15 
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Figure 16 


It is hoped that this thorough method will be 


utilized generally and thereby possibly lower the inci- 
dence of chronic Osgood-Schlatter’s disease, inasmuch 
as this condition contributes a definite defect and 
does interfere with the performance of certain tasks 
required particularly in full field duty in the Military 


Service. 
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EDITORIAL 


Every physician who is conscious of his duties as 
a citizen should now be taking an active interest in 
a timely issue which the American Medical Associ- 
ation considers of great importance — not only to 
the medical profession but to all of the American 
people. 
That issue is HR 7225, a bill passed by the United 
States House of Representatives last summer near the 
end of the Congressional session. This bill, known 
as the Social Security Amendments of 1955, was first 
rushed through the House Ways and Means Com- 
mittee without public hearings. Then it was passed 
in the House, by a vote of 372 to 31, under a sus- 
sion of the rules which barred amendments and 
Fimited debate to 40 minutes. The Senate Finance 
Committee, however, refused to take hasty action on 
a bill of such major importance. After hearing the 
many serious questions raised by Mrs. Hobby, then 
Secretary of the Department of Health, Education 
and Welfare, the Committee decided to hold exten- 
sive public hearings during the second session of the 
84th Congress. 


Politically Attractive 


Just what is this legislation that appears to be so 
politically attractive to individuals with an eye on the 
1956 elections? Why was the House majority leader- 
ship so determined to avoid open hearings and normal 
debate? Let’s take a brief look at the main provisions 
of the bill. 

This is the legislation which would lower the 
Social Security retirement age for women from 65 to 
62; extend monthly benefits for permanently and 
totally disabled children beyond the age of 18; ex- 
pand compulsory social security coverage to all self- 
employed professional groups except physicians, and 
raise social security taxes over and above the increases 
already scheduled for the next twenty years. Those 
provisions alone demand careful study of their effects 
on the philosophy, scope and financial stability of 
our social security system. 


Controversial Section 


The most controversial section of the bill, how- 
ever, is the one which would make permanently and 
totally disabled persons eligible to receive their social 
security retirement benefits at age 50 instead of 65. 
It is this section which is of particular concern to 
the medical profession. It is of far greater concern 
than the question of voluntary or compulsory coverage 
of physicians under the social security system. That 
is a separate issue which we are not discussing in this 
question of just what social security should accom- 
editorial. The plan for a national system of perma- 


*Th's editorial prepared by the American Medical Association 
for publication in regional and state medical journals. 
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nent and total disability benefits has far more serious 
implications for medicine and the nation. 

It raises questions such as these: Is there any real 
need for a federal program? What are the facts on 
permanent and total disability? Won't this duplicate 
or overlap existing programs of assistance and re- 
habilitation? What effect will cash handouts have on 
a patient’s incentive to be rehabilitated? Won't this 
extend federal control over physicians ? — and, finally 
— How will this affect the future of medical prac- 
tice? Will this lead, step by step, to the lowering 
and eventual elimination of the age-50 eligibility re- 
—— then, cash benefits for the dependents of 
those who are permanently and totally disabled ; then, 
a temporary disability benefits program; then, cash 
benefits or direct government payments for hospital 
or medical costs, and then, ultimately, a full-fledged 
system of government health insurance? 


Grave Questions 


These are but a few of the many grave questions 
which already have been raised concern‘ng this legis- 
lation. As physicians, we must be concerned over the 
medical aspects of the problem. As citizens, we also 
must be concerned over the trends and implications 
in the never-ending expansion of our social security 
system. The minority report of the House Ways and 
Means Committee expressed it this way: 

“We do not believe that our committee has dis- 
charged its cbligation to either the Congress or to the 
American people by its brief and closed-door consid- 
eration of this vital legislation. We have sought to 
point out the grave social and economic implications 
of the bill. We have dwelt at some length with the 
staggering ultimate costs of this developing program, 
because we do not believe that either the Congress 
or the public has any conception of its magnitude.” 


Profound Influence 


Our social security system now has reached the 
point where any further changes may have a pro- 
found influence on the nation’s economic, social and 
political future. The time has come to face up to the 
plish and just where it should stop. The Association 
strongly urges that the social security issue be taken 
out of the arena of vote-catching politics; that there 
be an objective, thorough study of social security in 
all its present and future aspects, and that the facts 
and realities emerging from such a study be used as 
the basis for a sound national decision on this vital 
issue. It especially protests precipitate action on the 
complex question of disability without thorough in- 
vestigation of alternative mechanisms. 

In our — that is a reasonable, responsible 
policy that deserves the moral and intellectual support 
of every physician. 
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Southwestern Surgical Congress 
Scheduled In Tucson April 16-18 


The Southwestern Surgical Congress will hold its 
annual meeting in Tucson, April 16, 17, and 18. 
The Congress covers Arizona, Arkansas, Colorado, 
Kansas, Missouri, New Mexico, Texas, Oklahoma, 
Utah, and Wyoming. 

Drs. H. D. Cogswell and John R. Schwartzmann 
are in charge of local arrangements for the meeting. 

Officers of the Association are Dr. Charles 
Runtree, president, Oklahoma City; Dr. Fred Crock, 
vice-president, Ft. Smith, Arkansas; Dr. John Goode, 
Dallas, president-elect; and Dr, Charles M. O'Leary, 
Oklahoma City, secretary-treasurer. 


Expect 5,000 Family Doctors At 
General Practice Meeting 


More than 5,000 of the nation’s family doctors 
will attend the Eighth Annual American Academy of 
General Practice Scientific Assembly, March 19-22, 
1956, in the Washington, D. C., Armory. 

During the four-day scientific meeting, the doctors 
will hear 26 outstanding speakers discuss important 
subjects ranging from cardiac emergencies to primary 
wound repair. They will visit more than 60 scientific 
and 250 technical exhibits. Highlights of the pro- 
gram, which has taken more than a year to plan, 
include two live clinics, a symposium on obstetrics 
and an address by Surgeon General Leonard Scheele. 
Special tours through the National Institutes of 
Health, Bethesda, Md., have been arranged. 

The Academy’s policy-making Congress of Dele- 
gates will convene at 2 p. m., Saturday, March 17. 
All sessions of the Congress and many social func- 
tions will be held in the Hotel Statler. 

Wednesday evening, March 21, following induc- 
tion ceremonies for Academy President-elect J. S. 
DeTar, M. D., Milan, Mich., more than 3,000 guests 
will attend a President's reception and dance honor- 
ing John R. Fowler, M. D., Barre, Mass., president 
of the Academy. 


Pan American Ophthalmologists To 
Convene In Chile In January, 1956 


The Fifth Pan American Congress of Ophthal- 
mology will be held in Santiago, Chile, January 9 to 
14, 1956, under the auspices of the Pan American 
Association of Ophthalmology, of which Dr. Moacyr 
E. Alvaro, Sao Paulo, Brazil, is president. In accor- 
dance with a custom of inviting a distinguished 
ophthalmologist of the host country to preside, Dr. 
Cristobal Espildora Luque of Santiago, will be presi- 
dent of the Congress. 

The scientific program will consist of eleven 
symposiums, in which the speakers will be in general 
divided between physicians of the United States and 
Canada and those of Mexico, Central and South 
America. 


JANUARY, 1956 


Six-Day Postgraduate Course Is 
Scheduled In Colorado 


A six-day postgraduate course, called a General 
Practice Review, is scheduled for January 16-21 in 
the University of Colorado Medical Center in Denver. 
It is being sponsored by the Clinical Department and 
the Office of Postgraduate Medical Education at the 
University of Colorado Medical Center. 


The six-day course is arranged as a review and 
a discussion of highlights of new developments in 
six areas of importance in the general practice of 
medicine. By devoting one day to each area, those 
unable to attend the entire course may attend selected 
days of theit choice. The postgraduate course will be 
approved for credit by the American Academy of 
General Practice for the total number of hours at- 
tended by the individual registrant. 


Hawaii Medical Association To 
Celebrate Centennial 


Treat yourself to a week or two in Hawaii in the 
springtime, why don’t you? 


That’s an invitation it’s a pleasure to pass along. 
It comes from the Hawaii Medical Association, whose 
members are celebrating their organization’s Hun- 
dredth Anniversary this coming April 22 to 29 in 
roper ‘Hawaii’ as well as medical fashion. There 
will be a short but worthwhile professional program 
on Monday and Tuesday mornings, a spectacular Cen- 
tennial Celebration Pageant Tuesday night, and a 
traditional /vau (Hawaiian feast to you Easterners) 
Thursday night, with Polynesian entertainment. 


This is the best time of the year to visit America’s 
island paradise — clear, balmy days and cool, refresh- 
ing nights; spring flowers in profusion on the ground 
and in the trees; lovely island m— but you have 
the idea now, surely. Hawaii in the spring is always 
the greatest, and this is your chance to tie it into a 
professional meeting. It follows the American Col- 
lege of Physicians’ session in Los Angeles, too. Write 
the Hawaii Medical Association, 510 South Beretania 
St., Honolulu 13, Hawaii, for reservation applica- 
tion forms. 


“New Mexico Medical Society To Meet 
In Roswell, May 2-4 


Annual meeting of the New Mexico Medical 
Society will be held in Roswell, N. M., May 2, 3 
and 4, 1956. 


Dr. Earl L. Malone of Roswell is president. 
Members of the convention committee are Dr. John 
F. Conway, Clovis, N. M., Dr. Albert Lathrop, Santa 
Fe, and Dr. Coy Stone, Hobbs, N. M. 


Page 49 


eal 

on 

ate 

re- 
on 

his 

lly 

ae. 

ng 

re- 

of 

en, 

ish 

tal 

ed 

ns 

is- 

he 

Iso 

ns 

ity 

nd 

is- 

he 

to 

ns 

he 

m, 

SS 

he 

id 

he 

on 

re 

ts 

as 

al 

1€ 

n- 

rt 

NE 


Miscellaneous, Truths...... 
(Continued from Page 41) 

honest, wide-ranging testimony. Till now we have 
had too few witnesses, too few and too constrained. 
Much the same puzzles, pitfalls, solutions, and suc- 
cesses confront us all, though they are too often met 
in the quaint delusion that we are alone and excep- 
tional in having to work them out. They are essen- 
tially the same whether we take up medicine in 
China, in Italy, in Iceland, or in North America.” 
Gregg; Joc. cit.; p. 5. 


Impersonal and Personal 


40. “The treatment of a disease may be entirely 
impersonal ; the care of a patient must be completely 
personal.” Francis W. Peabody; Vet. Admin. Tech. 
Bull.; Section 10-85; p. 2. ; 

41. “What is spoken of as a “‘clinical picture” 
is not just a photograph of a man sick in bed; it is an 
impressionistic painting of the patient surrounded by 
his home, his work, his relatives, his friends, his joys, 
sorrows, hopes and fears.’ Peabody; /oc. cit.; p. 3. 

42. ‘The popular conception of a scientist as a 
man who works in a laboratory and who uses instru- 
ments of precision is as inaccurate as it is superficial, 
for a scientist is known, not by his technical processes, 
but by his intellectual processes; and the essence of 
the scientific method of thought is that it proceeds in 
an orderly manner toward the establishment of the 
truth.” Peabody; Joc. cit.; p. 4. 


Most Are 

43. “I doubt whether there are many people, 
except for those stupid creatures who would rather 
go to the physician than to the theatre, who spend 
their money on visiting private physicians unless 
there is something the matter with them.’’ Peabody ; 
loc. cit.; p. 4. 

44, “Death is not the worst thing in the world, 
and to help a man to a happy and useful career 
may be more of a service than the saving of life.” 
Peabody; /oc. cit.; p. 4. 

45. “The outstanding metabolic alteration in 
methyl alcohol poisoning is an extreme lowering of 
plasma bicarbonate .... . At present, the best ex- 
planation for the metabolic derangement seems to 
be that formic acid and formaldehyde, which have 
been shown in vitro to be potent enzyme inhibitors, 
so derange aerobic fio. se metabolism that in- 
termediate acid metabolites accumulate.” Ivan L. Ben- 
nett; Vet. Admin, Tech. Bull.; Section 10-89; p. 2. 


Methyl Alcohol Poisoning 


46. “There is still considerable controversy over 
the mechanism and the metabolic significance of 
acidosis in methyl alcohol poisoning, but there can 
be no question about the fact that vigorous treatment 
with large amounts of alkali is of the greatest im- 
portance and that all other measures are secondary 
The intravenous route of administration 
is recommended because of its certainty and the neces- 
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sity for prompt action. Doses of 150 to 200 grams 
of sodium bicarbonate may be needed within a few 
hours to reverse the acidosis, and the author has seen 
one patient who required 420 grams, given intra- 
venously as a five per cent solution over a period of 
28 hours, before the situation stabilized.” Bennett; 
loc. cit.; p. 4. 


SOUTHWESTERN MEDICINE 


‘ 

5 

Aer, 

. 

‘ 

° 

4 


